considerable trouble. It might be thought that if good results arise from appendicostomy, irrigation from below will be equally effectual, but this is not the case. The attempt to introduce large enemata into an irritated colon produces violent tenesmus and has to be abandoned. There is no such objection to fluids run in at the other end of the colon.
There are one or two points of considerable importance in treating cases by appendicostomy. A catheter should not be tied into the appendix, if it can possibly be helped, as it is very liable to give rise to sloughing of the appendix. A catheter should only be passed when the irrigation is being performed. A properly performed appendicostomy will remain patent indefinitely and no leakage occurs from the opening. It causes quite the minimum of inconvenience and the bowel can be washed through very easily by the patient himself.
I think it is very important that the solutions used for irrigating the colon should be as nearly as possible at blood temperature, and an accurate thermometer should be used for making certain of this. The best fluids to use are hypertonic solutions, so that the tendency is for the fluid to run into the blood, rather than for fluid to be drawn from the blood into the colon. No poisonous solutions should be used, as poisoning is very easily produced if antiseptics are used in the colon.
Of all the different solutions I have found the best results follow the use of a hypertonic solution of sea salt. Why sea salt should act better than ordinary salt I do not know, but it certainly appears to do so. Weak silver solutions such as protargol or argyrol are useful in some cases. Silver nitrate, however, should not be used as it is liable to give rise to argyria. When haemorrhage is a marked feature a solution of kaolin is often very effectual in checking the haemorrhage. As already mentioned we have been using sour milk containing Bulgarian bacillus for the purpose of washing out the bowel, and I believe there is a distinct future for this method of treatment when we have learnt rather more about it. Solutions containing oil or petroleum are also distinctly useful in protecting the ulcers during the healing stage.
Recurrences.-The bowel should, as a rule, be washed out twice a day, or even more often in bad cases, the important point being to keep the ulcers as clean as possible and prevent the discharges from accumulating in the colon.
To sum up, I believe that the mortality of ulcerative colitis has been very greatly reduced by appendicostomy, but this operation should be performed as early as possible, as soon as a definite diagnosis has been made by means of the sigmoidoscope. Operation can be perfectly well performed under local anasthesia without endangering the patient's life. Everything depends upon early treatment and the fatal cases are nearly always those in which operation has been postponed.
Dr. W. E. CARNEGIE DICKSON.
From the point of view of the pathologist and bacteriologist, it is no easy matter to focus in one's mind a distinct entity or definite disease that can be specifically termed "ulcerative colitis "; just as one cannot speak of " ulcerative dermatitis" or "ulcerative stomatitis" otherwise than as manifestations of a whole group of different causes. I take it for granted that it is neither the intention nor the wvish of this meeting to enter into a discussion of all possible causes of ulceration of the large bowel.
We may put on one side therefore such conditions as malignant disease, tuberculosis, syphilis, actinomycosis, and other mycotic infections: intestinal schistosomiasis, and, perhaps, amcobic dysentery-although one is tempted to include this in the discussion. Such specific fevers as cholera and typhoid need not detain us; though we should remember that, in the latter, ulceration need not be limited to the ileum, but may attack the solitary lymphoid follicles of the large bowel, especially the cocum.
An acute catarrhal enteritis may, of course, occur as part of, or as a complication of, many acute infective conditions of known, or unknown, causation, for example, some of the acute infectious fevers, such as scarlet fever, diphtheria, or measles; and may go on to follicular ulceration, particularly in the cecum, as well as in the small intestine, especially the lower part of the ileum; and such ulceration may spread and lead to the formation of more extensive ulcers. Similarly, follicular and more extensive forms of ulceration may supervene in various chronic catarrhal conditions of the intestine, and may be found especially in cases of chronic nephritis, waxy disease, &c.
We may, however, usefully concentrate our attention upon those cases of ulcerative colitis in which that lesion is the outstanding clinical feature of the case, and in which the ulcers tend to be of considerable size. Bacillary dysentery, the paratyphoid and allied infections, and cases in which we may suspect the causal importance of such organisms as Bacillus pyocyaneus, pneumococci, streptococci, and enterococci, &c., either singly, or in combination, may, I think, usefully occupy our attention.
In any one of these infections, one may find all degrees of implication of the intestinal mucous membrane, from a mere slight surface catarrh, up to severe and extensive ulceration; and it appears to be a point of extreme importance that we should remember that, even if such ulceration be due originally and primarily to one specific type of organism, it speedily becomes a "mixed infection," in which a whole series of bacteria all take part in attacking the bowel-wall. So much is this the case that, except in a few instances, one cannot definitely be certain of the presence of a specific organism, and we have to treat the condition as one of mixed infection. Even when one obtains one of the paratyphoid, Giirtner, or dysentery bacilli, from the feces, such secondary mixed infection has occurred if ulceration has taken place; and one has to bear this fact in mind if we determine to treat the condition with vaccines or sera. Thus, in some forms of bacillary dysentery, in which a vaccine made from the dysentery bacilli may not be suitable because of its great toxicity, the specific serum may with advantage be used along with a mixed vaccine made from the organisms of secondary infection.
Personally I have not had much experience with the treatment of typhoid fever itself with vaccines; but, in a considerable number of cases of paratyphoid infection I have obtained better results, if the bowel has been ulcerated, by using a vaccine containing both the autogenous paratyphoid bacilli and a suitable selection of the other organisms in the feces likely to take an important part in secondary infection, including the patient's own Bacillus coli, streptococci, &c.
When vaccines first came into use the practice was laboriously to isolate the various organisms, e.g., from the nose, or throat, or sputum, &c., and to prepare the vaccine from some single organism, say a pneumococcus or streptococcus, or the like, which one took to be the primary, or the chief, infective agent. Bat now, I have practically discarded this method, and, by making use of a widely varying series of culture-media, we can, by selecting from them, obtain a bacterial emulsion approximating, as closely as possible, to the * at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from organisms found in direct films of the original exudate; and I find that such a mixed vaccine, is incomparably more efficacious than the single-organism vaccine.
In cases of colitis it is sometimes a matter of very great difficulty to determine which of the organisms present are of greatest importance; and I would plead for the use of an extended series of culture-media in such cases. A bacteriological report founded upon a single agar plate from the fteces is of little use, and may, indeed, be quite absurd, for example, where practically nothing but Bacillus coli grows, or Bacillus coli with a smaller or greater number of colonies of " enterococci," staphylococci, and the like. My own practice is to put on, as a routine, a series of agar, blood-agar, broth, blood-broth, anaerobic meat-broth, litmus-milk, MacConkey lactose agar, and, sometimes, other media; and the extraordinary differences in the variety and number of the various organisms grown from the faces in these different media are very striking, and from them one may " average up" the result of the whole investigation.
Perhaps the greatest handicap from which the bacteriologist suffers is that he has to report some more or less definite finding within a more or less reasonable time; whereas, for the full scientific investigation of the case, he would require three weeks, or a month, or more, to isolate his organisms in pure culture, and give them long enough in the differential culture-media to be certain of their biological reactions. This, of course, is impossible in the great majority of cases, and he has to be content with such approximate results as he can rapidly obtain in one, two, or three days, or so. Fortunately, some of the more important pathogenic organisms can be comparatively rapidly isolated, and identified by specific serum-tests; but there are many organisms in the fmces probably of great importance, which are either slow-growing, or their growth is limited or inhibited by the presence of other organisms. Every bacteriologist is familiar with the fact that his cultures from the ftces, if left for a week, or several weeks, or, for that matter, several months, show an extraordinarily different picture from that obtained in the first day or two. A dozen or more varieties of organisms may have come to light in what seemed at first to be, perhaps, a pure culture of Bacillus coli, or the like.
One organism of, I believe, considerable importance in connexion with colitis, ulcerative and otherwise, is Bacillus pyocyaneus; and the recognition of its presence may be difficult in early cultures because it requires a copious supply of oxygen for the production of its characteristic pigment; and the production of this pigment may be prevented by the presence of other organisms which use up oxygen, or in some other way. It may, in fact, sometimes be detected only after repeated plating-out. In a series of colitis cases, including those with severe ulceration and hbmorrhage, I have, in seven cases, found Bacillus pyocyaneus present, and have sometimes also obtained it from the blood and urine in these cases, which may clinically resemble typhoid or paratyphoid fever.
It would take too long to enumerate the many non-lactose-fermenting Gram-negative bacilli, classified and unclassified, which one finds in these cases of ulcerative colitis; and, if one were to include the lactose-fermenters as well, the task would be endless. Castellani, for example, gives a list of about 100 of these; and Mr. Lockhart-Mummery has referred to the clinical aspects of a case of very severe hsemorrhagic ulcerative colitis, in which I found a paratyphoid-like organism corresponding with Bacillus carolinus of Castellani in that list, this case being treated with an autogenous vaccine and Section of Surgery: Sub-section of Proctology the administration of Bacillus bulgaricus, in addition to surgical and othermeasures.
It would take up too much time to deal with the question of vaccine treatment of individual cases and individual infections; and I must content. myself with the above remarks as to the greater efficacy of mixed vaccines. over single-organism vaccines, this being specially so in the case of the colon; although it may not apply so much to ulceration higher in the bowel, for example, in the duodenum; for, in duodenal ulcers, one sometimes obtains. excellent results with a vaccine made from streptococci alone. In all such cases, local and general medical and surgical treatment, appropriate to the case and to the nature of the lesion, should always be employed along with the vaccine administration, which should be regarded as assisting, but not replacing, such ordinary measpres. The neglect of this common-sense rule often brings vaccine administration into undeserved bad repute.
I have found agglutination and other immunity-tests with the patient's.
serum of comparatively little immediate practical value, and often, indeed,.
probably fallacious, in determining the specificity, or otherwise, of organisms.
isolated from the feces. Every bacteriologist knows that even typhoid and paratyphoid bacilli, when newly isolated from the body, may not be specifically agglutinated by the patient's own serum, and may only develop the capacity of being so agglutinated after repeated culture and subculture. High-potency experimental sera obtained by the inoculation of animals, are, however, a valuable, through laborious, means of identification of certain organisms, e.g.,. the strepto-and pneumo-cocci; but they are, of course, part of the routine method for members of the typhoid-paratyphoid-dysentery group. I have confined my remarks, in helping to open this discussion, more or less to general principles, and later speakers will doubtless deal with many of these points in greater detail; but I may, perhaps, be permitted, for one moment, to refer to the question of the origins of such infections, and to some of the pathological and bacteriological examinations which may help in diagnosis.
We have already noted that a colitis may form merely part of a general acute, or other form of infective disease. In many cases, the infective agent, may be ingested with food or drink; but, in the absence of any evidence pointing to such sources, the physician or surgeon should always consider the possibility of other sources of infection in the body itself: more particularly the presence of septic teeth, tonsils, nasal sinuses, &c., and whether the appendix is involved. Especially in obstinate and long continued, or in cases of constantly recurring, colitis, the appendix often acts as a residual focus of infection; and, in such cases, a cure is often not effected until it is removed.
Lastly, one may obtain important collateral evidence as to the nature of the infective organisms from cultural examination of the blood, and of very carefully taken catheter-specimens of urine, as the kidneys are specially concerned with the elimination of organisms which have entered the circulating blood. One is, of course, familiar with the presence of Bacillus coli, typhoid and paratyphoid bacilli, &c., in the urine; but one may also find various other organisms, such as streptococci, Bacillus pyocyaneus, and various unclassified bacteria, probably of fiecal origin, which may have entered the circulation from an inflamed and ulcerated bowel. One need scarcely add that a general blood-examination may often be helpful. In my own series of blood counts in such cases, I have usually found a leucopenia, the diminution affecting especially the polymorphs, and thus producing a relative lymphocytic increase: -and a secondary anemia, especially a haemoglobaneemia. I agree with Sir Thomas Horder as to the occurrence of leucopenia in many chronic streptococcal, just as much as in coli-typhoid-paratyphoid, infections, and I have also observed that injections of normal horse-serum in such cases of leucopenia often bring about a rise to normal of the leucocytes, or even a distinct leucocytosis. One interesting point which I have often noted in cases of ,enteritis, with or without ulceration, is the diminution or absence of eosinophils from the peripheral circulation, these cells often accumulating in enormous numbers in and around the intestinal lesions. It is scarcely necessary, of ,course, to remind you that these cells are often, though by no means constantly, increased in the peripheral circulation in intestinal infections with worms.
Professor LEONARD S. DUDGEON.
My remarks concern entirely the sporadic form of a disease known chiefly in this country as ulcerative colitis.
Sir William Hale-White has argued by every means at his disposal that this disease is distinct from true dysentery, whilst others have urged that ulcerative colitis is simply bacillary or amcebic dysentery as met with among a population who have not visited countries where dysentery occurs in endemic or epidemic form. Personally I do not regard such evidence as of the slightest importance at the present day. The late Dr. F. M. Sandwith, who was a recognized authority on dysentery, severely criticized in his Lettsomian lectures in 1914, the view that ulcerative colitis is distinct from dysentery. It may be advantageous to quote two paragraphs from these lectures: " No one acquainted with both these diseases can have failed to appreciate the resemblances as regards symptoms and post-mortem appearances which one bears to the other"; and again, "We are confronted by an illogical outcome, for a case diagnosed as ulcerative colitis in a London hospital ward might be relabelled if it were discovered later that the patient had lived in the tropics and that his faeces contained amoebae or bacilli." No advantage will be gained by further discussion of the arguments brought forward by various writers on this subject. My own interest in this disease was first made possible about 1908 owing to my association with Dr. H. P. Hawkins at St. Thomas's Hospital. Hawkins had come to the conclusion from his study of the disease that more elaborate bacteriological methods would probably lead to the solution of the problem. He made use of the rectal speculum so that scrapings could be made from any visible ulcers, which would afford greater opportunities to the investigator than mere examination of the faeces. By this method I was able to isolate a strain of the Flexner bacillus from a case of ulcerative colitis when repeated examination of the feeces had been unsuccessful. Dr. Hawkins believed that by this method of direct examination of the intestinal ulcers the causative organism of ulcerative colitis would be identified. This important line of investigation, which was commenced by him about 1907, has been greatly extended by Manson-Bahr and Gregg, who have employed the use of the sigmoidoscope for the examination of intestinal ulcers. It is fully recognized by those of us who have had personal experience of bacillary dysentery in all its forms that the isolation of true dysentery bacilli is infinitely more difficult in the presence of faecal material, and still more so in pure diarrhceic stools without mucus, while the chances of successful findings is still further diminished if specimens containing fecal
